As a junior doctor, what is your initial approach?
If haemodynamically unstable, move the patient to the resuscitation bay, stabilise and implement resuscitative measures Get IV access and order bloods including group & hold ± cross-match, FBC, β-hCG, progesterone.
If haemodynamically stable, take a thorough history and perform a clinical examination, before ordering relevant investigations and contacting the appropriate personnel.  Low β-hCG, progesterone < 10 and empty uterus on ultrasound, indicates complete miscarriage. The patient can be discharged and followed up in a few days in the Early Pregnancy clinic.  β-hCG 800-1000, progesterone 20-60, indicates that an ectopic is more likely o Group & hold ± cross-match  Rhesus blood group must be collected in any scenario of PV bleeding  20-30% of women are Rhesus-negative and require anti-D injections to prevent sensitization upon exposure to Rhesus-positive fetal cells in the maternal circulation. o If POC are obtained from the speculum examination, place in formalin and send to pathology. Rare risk of a partial or complete molar pregnancy.
Ultrasounds -when should you do it, and what is the difference between the transabdominal and transvaginal approach?
Ultrasound is a good initial screening tool when combined with a β-hCG level and clinical suspicion for an ectopic pregnancy.  Transvaginal ultrasound is more sensitive for picking up a gestational sac, which should be visible if β-hCG > 1000.  Transabdominal ultrasound can detect an 8-week embryo and fetal heartbeat. 
